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Abstract
Racial and ethnic health disparities are highest in communities of color; providing culturally
competent care could address these disparities. Culturally competent communication between the
healthcare provider and the patient is an essential behavior that may improve health in racially
and ethnically diverse women. A quality improvement project was completed with guidance
from the 5 constructs of the Campinha-Bacote model as the conceptual framework, and the
method used was the Consumer Assessment of Healthcare Providers and Systems survey. The
perspective of 20 Mexican American and 20 African American women in El Paso, Texas
between ages 45 and 72 with menopausal symptoms was surveyed to determine if culture had an
impact on the presence or absence of communication with their healthcare providers. Results
showed women’s perceptions of positive and negative communication behaviors with their
healthcare providers was inconclusive; however, results showed that provider communication
about health promotions, use of alternative medicine, and shared-decision making regarding
health management needs improvement to promote adherence to medical regimen and feelings of
mutual respect. Integrating cultural competence into existing evidence-based care can positively
impact the delivery of services and help improve the quality of care. Healthcare providers can
impact positive social change through the lessening of burdens associated with the lack of
diversity in the workforce by including cultural competence training into the curriculum of
nursing and medical schools.
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Section 1: Nature of the Project
Introduction
A person goes to the doctor or hospital with the expectation of receiving
appropriate treatment and respect, including consideration of his or her cultural beliefs,
behaviors, and values. Providing culturally competent care to patients should be a priority
for healthcare providers; however, personal identity makes it difficult when conducting
an initial interview pertaining to culture and ethnicity because everyone has his or her
own expectations. The implementation of cultural care practices differs among cultures
and it may be difficult for the healthcare provider to be familiar with the expectations of
all cultures. Nurses should be familiar with the important cultural aspects of people
within their community.
The U.S. Census Bureau (2012) documented Mexican Americans as the fastest
growing population, which supports the need for healthcare professionals to listen to the
voices of this group and necessitates the implementation of culturally appropriate health
policies and programs (Velasco-Mondragon et al., 2016). It is also important to
understand the health needs and beliefs of Mexican American women because they often
assume primary responsibility for meeting the healthcare needs of the family (SanchezBirkhead et al., 2011). The fastest growing U.S. minority population is commonly
referred to as “Hispanic” or “Latino” and identified by the U.S. Census Bureau as a
person of Cuban, Mexican, Puerto Rican, South or Central American or other Spanish
culture or origin regardless of race (Peterson-lyer, 2008). To avoid confusion resulting
from the many names used in literature to describe the Spanish speaking female, this
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project will use the name Mexican American (MA). There are various descriptions for
people of color, but they are referred to as African American (AA) in this project. The
AA woman has been described as “strong”; however, this is not an indicator of health and
AA women have been identified as having a shorter life span (Belgrave & Abrams,
2016). AA women have been described as having similar cultural needs as MA women,
which is why the project included them as another minority that healthcare providers
should consider when delivering culturally competent patient care.
Nursing frameworks such as those developed by Leininger (2002), Giger and
Davidhizar (2004), Purnell and Paulanka (2003), and Campinha-Bacote (2002) have
defined key components regarding the importance of cultural competence in nursing care
(Jirwe et al., 2006). Many nurses are not culturally competent and do not know what to do
in the presence of diversity and verbalize fear at the thought of making a mistake (Mareno
& Hart, 2014). Castro and Ruiz (2009) wrote that MA women verbalized greater
satisfaction with nurse practitioners who are also MA, speak Spanish, attended a master’s
level program, and received cultural competence training and shorter clinic wait times. In
this project, MA and AA women who are menopausal and between the ages of 45 to 72
years were administered the cultural assessment survey. The results have the potential to
support the fact that positive outcomes occur from incorporating cultural competence into
the delivery of care to MA and AA women. The DNP project may encourage nurse
educators to include culture competence into nursing curriculums to enhance the delivery
of care to diverse groups.
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Today’s medicine has evolved beyond understanding different diseases, as it is
equally important to understand a holistic individual who has expectations regarding the
plan of care. Healthcare practitioners often associate similarities between MA and AA
cultures because both use social gatherings surrounded by food as an expression of caring
and have strong religious beliefs (Bramble et al., 2009). Cultural aspects pertaining to
MA and AA females require focus on religion, practices, beliefs, and values that affect
healthcare outcomes. The lack of consideration of culture in the delivery of care for MA
and AA women may result in a less than optimal outcome. Healthcare practices and
practitioners that incorporate cultural competence into the delivery of care have a greater
potential for achieving customer satisfaction, compliance, and overall positive outcomes
(Campinha-Bacote, 2011).
Problem Statement
As the population is becoming increasingly diverse, it is relevant for nurses to be
competent in their ability to assess, diagnose, and treat patients from different
backgrounds. A formal area of study and practice are words used to describe cultural
competence, as it should be a nursing course focusing on holistic culture care with respect
to cultural values (McClimens, Brewster, & Lewis, 2014). Nurses can meet the needs of
the patient and improve outcomes if they take the opportunity to assess cultural issues
during the pre-admission phase of hospital or clinic admission. The nursing workforce
does not reflect the increasing diversity of the population as reported by the U.S.
Department of Health Services (2010), which documented that 80% of the licensed
registered nurses are non-Hispanic whites (Haynes, 2016). Statistical facts as they pertain
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to the nursing workforce support the need for nurses to be prepared to deliver care to
diverse cultures.
The community of practice for me as a DNP student has a large population of
MAs who believe in family presence when a loved one seeks medical attention. Nurses
who are not culturally aware may perceive this large gathering of family to be abusive or
counterproductive. Awareness of cultural norms affords the nurse the opportunity to
understand, educate, and establish necessary professional boundaries. Lack of knowledge
about culture predisposes nurses and patients to less than optimal care and poor
outcomes. Language presents a significant barrier, as there is a lack of professional
interpreters and services to meet the needs of MA patients (Juckett, 2013).
This doctoral project may increase awareness and increase the use of culturally
competent nursing care for the MA population and people of all cultures. Nursing schools
and the healthcare industry must mandate that throughout the nurse’s professional
development there be training on the delivery of culturally competent care. It is important
to know if the patient uses alternative healers, herbal supplements, or any nonprescriptive
therapies because this could impact the prescribed medical regimen (Barragan, Ormond,
Strecher, & Well, 2011). Elderly individuals within the MA population will represent
16.4% by 2050 as documented by the U.S. Census Bureau. These elderly individuals may
have an English comprehension deficit or inability to read and remain linguistically
isolated as they may only speak Spanish resulting in a barrier to accessing medical and
social services (Mutchler & Brallier, 1999). It is not fair to assume that two patients of the
same ethnicity share the same beliefs or practices. The time allocated for assessment is
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opportune for the gathering of pertinent data to assist in developing a plan of care that
includes cultural norms, practices, beliefs, and values.
Purpose Statement
The objective of this project is to (a) assess the relevance of culturally competent
healthcare to MA and AA women, (b) enhance knowledge of the nursing community as
to the importance of delivering culturally competent care, and (c) to recommend an
evidence-based need for developing patient-centered culturally competent plans of care
for patients in healthcare settings. There are theories and models that identify the key
components of culturally competent healthcare; however, the patient perspective is often
missing from the literature. The setting for this project is a privately-owned clinic where
the physician who, when appropriate, supports the use of alternative medicine therapies
and provides culturally competent care. Complementary therapies that promote health and
wellness have been widely used by 75% of MAs in West Texas for cultural reasons
(Tafur, Crowe, & Torres, 2009).
If healthcare practitioners speak negatively about patients’ health practices, they
send a message of disrespect to the patients. Language barriers, use of medical
terminology, and fears associated to seeking medical care can generate negative patient
feelings. Multiple barriers ignite perceptions of inferiority or unfair treatment by MAs
regarding Western medicine (Buckley, 2012). Culturally competent care has been
documented as leading to a reduction in disparities and generally producing positive
patient outcomes (Grady, 2014). There are deficits in healthcare practice associated to
culture that could benefit from this project:
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o Assessment of cultural norms for all patients on admission
o Assessment of cultural practices associated to illnesses and use of alternative
and complementary therapies on admission
o Implementation of cultural awareness into nursing curriculum
o Annual cultural competent competencies for nurses
o Increased patient comprehension and compliance with medical regimen
o Consideration of patient cultural needs included in the assignment of the
bedside nurse
A proactive approach to culturally competent care can facilitate effective communication
and may lead to patient compliance and increased satisfaction. The practice-focused
question in this project was “In MA and AA females with menopausal symptomatology
aged 45–72, what are their perspectives about culturally competent patient care being
incorporated into the plans of care by their provider?”
Nature of the Doctoral Project
The source of evidence was obtained from data collected by administering the
Consumer Assessment of Healthcare Providers and Systems (CAHPS) Cultural
Competence Item Set survey (Appendices C & D) to MA and AA women participants.
The survey given to the MA women took place during an office visit and the AA women
at church. The reliability and validity of the CAHPS survey was shown in the work of
Weech-Maldonado et al. (2012; Appendix B). The factors or domains of this survey are
Doctor Communication-Positive Behaviors; Doctor Communication-Negative Behaviors;
Doctor Communication-Health Promotion; Doctor Communication-Alternative Medicine;
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Shared Decision Making; Equitable Treatment; and Trust. The groups of women being
assessed are menopausal; however, menopause was not the primary focus of the study but
a sensitive diagnosis noted in this culturally diverse community. Collected data from the
surveys revealed the importance of cultural competence to healthcare, especially in the
area related to using alternative medicine.
The latest version of the CAHPS survey in both the English and Spanish
languages was used in this project (Appendices C & D). Care was given to keep the MA
responses separate from those of the AA women with item sets to be tallied and compared
in each category. Although gender was not an item of consideration, emphasis was placed
on communication, decision-making, trust, and language. Data obtained from the survey
could serve to close the gap on the importance of cultural competence in healthcare. MAs
in El Paso, Texas demographically represent greater than 80% of the population (U.S.
Census Bureau, 2012) with an extreme shortage in nurses from this culture. Attention to
this documented fact resulting from this project can result in a positive change in
healthcare, with recommendations that stakeholders mandate cultural sensitivity training
of nursing personal.
Significance
The primary stakeholders are the patients, their families, and community, as
culturally competent healthcare has the potential to improve outcomes and patient
satisfaction. The healthcare institutions, physicians, and healthcare providers can benefit
through increased profits resulting from customer compliance and satisfaction, increased
ratings, and word-of-mouth advertisement. There is a significant lack in the ability for
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healthcare practitioners to provide the same healthcare considerations to all ethnic groups.
The nation’s increase in diversity presents a major challenge for healthcare practitioners,
healthcare systems, and policy makers to create and deliver a culturally competent
service. The nation is faced with racial and health disparities that are complicated by the
linguistic needs of patients and the lack of cultural competence of physicians and nurses
(Georgetown University, 2004).
Many stakeholders have drawn attention to the need for cultural competence in
managed care, government, and academia to reduce healthcare disparities (Betancourt et
al., 2005). Every patient regardless of race, ethnicity, culture, or language is entitled to
the highest quality of care possible. Development of a healthcare workforce that is
culturally competent can assist in providing equality for all. Cultural competency training
should be required for nurse educators, students, and staff nurses as well as included in
annual competencies. Culturally competent care could increase patient satisfaction, as
MA women verbalize wanting care providers that are sensitive to their cultural needs
(Sanchez-Birkhead et al., 2011).
This doctoral project has the potential to encourage the local healthcare facilities
and nursing schools to evaluate and implement cultural competence into programs and
institute cultural competence training as a staff expectation. The shortage of MA nurses
emphasizes the need to mandate that nurses within a community such as El Paso, Texas
with 84% MAs (United States Census Bureau, 2012) incorporate cultural competency
training into the annual competencies. Evidence obtained from the DNP project has the
potential to be a gateway for future projects pertaining to benefits from incorporating
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cultural competence into the delivery of care. The greatest impact of the project is for
culturally diverse groups to have increased confidence in the delivery of care that is
patient-centered to meet the cultural needs of them and their families.
Summary
The data analysis from the MA and AA women surveyed provided evidencebased findings from the patient perspective about culturally competent care. The survey
results support the acknowledgement of the importance of culturally competence by
healthcare providers in this diverse and changing world. Knowing the significance of
cultural competence is greater than demographics, economics, disparities, and customs
(Campinha-Bacote, 2003). Leininger and McFarland (2006) identified cultural
competence as an expectation of nurses that should be included in nurse training to ensure
the provision of holistic cultural care (McClimens et al., 2014). Seeing the patient as a
unique person is at the core of cultural competence and must be included in the nurse’s
annual competences that contribute to the delivery of patient-centered health care
(Campinha-Bacote, 2011). There are multiple frameworks and models in nursing that
outline the importance of incorporating cultural competence into the delivery of care. The
five constructs of the Campinha-Bacote model provided support and structure to this
DNP project.
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Section 2: Background and Context
Introduction
Increases in population diversity mandates that healthcare professionals be
competent in the delivery of culturally competent care. The practice-focused question for
this project was “In MA and AA females with menopausal symptomatology aged 45–72,
what are their perspectives about culturally competent patient care being incorporated
into the plans of care by their provider?” Many older MA women are accustomed to a
traditional or complementary approach to healthcare with less use of Western medicine.
Customer satisfaction, increased compliance, more appropriate testing, and fewer errors
were reported when care was given by a practitioner who spoke the patient’s language
and respected the values, beliefs, and behaviors (Lehman, Fenza, & Hollinger-Smith,
2012). What makes MA women unique is the strong commitment to family well-being
that results in neglect to self. Trust is important, as these women are not quick to report
their personal and intimate information. The healthcare provider must know the
appropriate questions to ask to elicit a response that leads to the most beneficial treatment
plan (Lugo, 2016).
Menopause is accompanied by an array of symptoms due to a decrease in the
production of estrogen. Although there is a list of symptoms such as lack of libido, night
sweats, hot flashes, mood swings, fatigue, sleep disorders, itching, and memory loss,
patients generally do not experience them all. A problem associated to the lack of libido
is a difficult yet necessary topic for the MA women that rely on the cultural awareness
and assessment skills of the practitioner. Healthcare professionals must be aware that
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MAs use alternative therapies from Mexico and may not report usage if not specifically
asked, as many remedies are not classified as a medication (Giger, 2017). The diversity
of MAs as a group results in apprehension of some healthcare professionals faced with
the delivery of care. There is an overwhelming fear of making a mistake due to language
barriers and a lack of comprehending cultural differences (Sobel & Sawin, 2014). A
partnership must be established between the patient, family, and healthcare provider that
emphasize the sharing of a common goal. The practitioner can assist with the elimination
of healthcare disparities by supporting the guidelines as established in Health People
2020 through cultural awareness and competency (Elminowski, 2015).
A culturally competent clinician is familiar with patient’s cultural beliefs and
plays a vital role in recommending the appropriate treatment plan. Some physicians
discourage the use of alternative medicine such as natural hormones due to a lack of
association to scientific medicine or difficulty in assessing effects. The practitioner’s goal
for clients should be to promote wellness through self-care and decision-making abilities.
Education can enhance understanding of natural hormone replacement therapy (HRT)
supporting patient preference resulting in a positive impact on compliance. The
Campinha-Bacote model was used in this project to educate nurses about components
required for the development of cultural competence. This project can be a resource of
information for healthcare practitioners, especially those who provide services in diverse
communities. The diversities of the border community of El Paso, Texas are magnified
by the fact that it is home to the huge Army base know as Fort Bliss, Texas. The role of
the DNP student is to maintain a commitment to life-long learning and to support the
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community in the form of educating future and present nurses on the importance of
culturally competent care.
Campinha-Bacote Model
The Campinha-Bacote model (1991) is a culturally competent model of care
whose structural framework is supported by four constructs: cultural awareness, cultural
knowledge, cultural skill, and cultural encounters. In 1998 the construct of cultural desire
was added with all five depicted by overlapping interdependent circles. As the body of
work of Campinha-Bacote continued to evolve, so did the representing pictorial (see
Figure 1).

Figure 1. Process of cultural competence. This figure was developed by CampinhaBacote, 2002. “The Process of Cultural Competence in the Delivery of Healthcare
Services,” is copyrighted by Campinha-Bacote and reprinted with permission from
Transcultural C.A.R.E. Associates. The Campinha-Bacote model was chosen as the
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theoretical framework for this project as her commitment to culture is clear and easy to
incorporate into training nurses as well as planning the care of diverse groups.
The Campinha-Bacote model does not draw attention to one distinct culture but
prepares the practitioner to perform in any cultural setting. The Campinha-Bacote model
served as the conceptual framework for this project with focus on patient-centered care in
the presence of cultural compliance. Healthcare professionals must embrace cultural
competence, as this model encourages nurses to envision themselves as becoming
culturally competent through the integration of cultural desire, cultural awareness,
cultural knowledge, cultural skills, and cultural encounters (Campinha-Bacote, 2011). A
component of the Campinha-Bacote model is self-examination as awareness of cultural
bias, is vital to the professional’s ability to deliver safe and effective care (Harris et al.,
2013).
Campinha-Bacote Model Constructs
The following are the five constructs that make up the most updated version of the
Campinha-Bacote model (2002):
o Cultural Desire: Nurses must first want to engage and make a difference
in the presence of cultural diversity by becoming aware, knowledgeable,
and skillful during encounters with patients.
o Cultural Awareness (Sensitivity): Nurses must be able to self-evaluate as
to his or her own cultural identity and biases toward other cultures.
o Cultural Knowledge (Views): Nurses must obtain information as to the
impact of the patient’s culture on health and wellness.
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o Cultural Skills (Assessment): A learned skill used by nurses that
demonstrates the ability to collect necessary cultural data from patients
about their illness.
o Cultural Encounters (Practice): Nurses must have the ability to culturally
interact with patients of diverse groups.
The importance of culturally competent care lacks significance without providing
information on actual performance. The five constructs of the Campinha-Bacote model
are identified as a guide for nurses to follow with similar works developed by Giger and
Davidhizar (2002) and Leininger and McFarland (2006). It is significant to understand
that culturally competent care cannot be delivered without self-evaluation, as the
manifestation of biases or prejudice is a possibility. A construct that is important is the
desire to become culturally competent as a professional.
Relevance to Nursing Practice
Since Florence Nightingale, nursing has remained a profession in which there is a
constant quest for the best possible patient outcomes. Even the task of good handwashing
continues to benefit all areas of medicine; however, the expectations and demands of the
healthcare consumer have increased from the physical satisfactions of bedside nursing to
a total experience of gratification. Proficiency in the performance of clinical skills is the
expected norm; however, this alone does not result in a healthcare institution achieving
Magnet status (rating excellence in patient outcomes, staff and customer satisfaction).
Compassion and respect are a part of the patient’s list of expectations when seeking a
facility to provide their healthcare needs.
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It is inevitable that an aging woman will experience menopause and a decrease in
estrogen production which for MA and AA women means the possible onset of
aggravating vasomotor symptoms. Hormonal signals rhythmically originate as the
endocrines hierarchical system governs diverse functions throughout the body. A
disruption in this “governing” system leads to abundance or lack of hormones resulting in
isolated systematic dysfunction (Gaudard et al., 2013). Not all women will experience
aggravating symptoms related to the hormonal imbalance of menopause; however, there
should be available treatment options.
Consumers of healthcare rely on literature, studies, research, news, and medical
professionals to stay informed as to appropriate treatment protocols. Before the Women’s
Health Initiative Study of 2002, HRT was widely used but use declined drastically when
linked to health risk, heart attacks, strokes, and cancer. Studies that are more recent have
identified protective benefits of HRT, especially when used before age 60 in women who
suffer from hormonal imbalance due to menopause. Between the ages of 40 to 72 years is
referred to as the passing of the reproductive stage of life and premenopausal transition
leading to the postmenopausal years. This time is noted for the vasomotor symptoms of
hot flashes that result in a negative impact on a woman’s life and can be accompanied by
emotional lability, poor concentration as well as sleep disturbances (Gaudard et al.,
2013). Review of current literature stresses that the decision to use HRT be that of the
individual woman and her menopausal symptoms. The British Menopause Society
(Hamoda et al., 2016) published that use of HRT before age 60, or 10 years prior to
menopause, resulted in fewer cardiovascular incidents. Subsequent paragraphs and
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sections of this project will address cultural differences as they pertain to menopause in
the MA and AA female.
Menopause Symptoms and Therapies
MA women go to their physician with symptoms associated with hormonal
imbalance from menopause such as night sweats, hot flashes, mood swings, fatigue, sleep
disorders, itching, and memory loss (Gaudard et al., 2013). The prescribing of additional
medications for side effects has been reported as problematic for MA women. Treatment
protocols can be difficult for the MA women who prefer natural treatments or seek
alternative medicine to manage their symptoms. Individualized tailoring of therapy has
reduced risk of side effects with lower doses and deviation from the conventional norms
(MacLennan, 2009). For example, bioidentical hormone replacement therapy (BHRT) is
compounds with a molecular chemical structure identical to hormones produced by the
ovary (Gaudard, de Silva, de Souza, Torloni, & Macedo, 2013).
Healthcare Practices in the Mexican American Culture
The MA woman is respectful of her elders and often seeks advice from an older
female role model. She accepts the role of providing a nurturing family environment and
maintaining the health of her children and family (Sanchez-Birkhead et al., 2011).
Curanderismo is a term used to describe some traditional healing practices in MA
communities. The practices have been widely studied to understand certain health
practices of Mexicans living in the United States (Faver & Cavazos, 2009). The
curandero (or curandera, if a female) views health from a purely religious perspective and
assists clients with a variety of illnesses physical or mental in nature (Giger, 2017).
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Lindberg et al. (2013) conducted a study on MA women using complementary and
alternative medicine, explaining the terms for traditional Mexican medicine -Yerbero
specializing in the use of medicinal herbs and plants and curanderos practitioners of
spiritual and physical healing. The use of teas, herbs, poultices, salves and
nonprescription therapies remain common and perceived by many in the MA community
to be traditional and natural treatments for specific aliments (Buckley, 2012).
Mexican American Women and Menopause
It is not uncommon to have a family member in the MA household that fills the
role of caregiver and is knowledgeable in the treatment of acute and chronic illnesses and
assists in maintaining a sense of self-care and control (Sobel & Sawin, 2014). Folk
medicine has been practiced by many elderly MA women and is a component that
involves alternative therapies such as herbs, teas, and visiting folk healers. Faith is
another aspect of health as many MAs feel that prayer helps and that God will take care
of them (Giger, 2017). Doctors may be helpful; however, another health belief is that
wellness occurs when there is balance. Folk medicine is still practiced and many use
herbs to treat illnesses as well as teas and cinnamon. Although Western medicine has
medications available for the aggravating symptoms associated to menopause, the MA
woman seeks and is more comfortable with culturally competent healthcare that is
comparable to natural, alternative or complementary treatments (Shattell et al., 2013).
Menopausal symptoms of a Hispanic cohort studied by Green et al. (2010)
revealed an increased incidence of vasomotor symptoms such as hot flushes, cold sweats,
and night sweats in addition to vaginal dryness. Culturally competent care for MA
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women experiencing menopause translates into specific actions such as possibly
including complementary medicine as alternatives to traditional treatments. BHRT is a
complementary treatment that has been considered culturally relevant for MA women
with hormonal imbalance due to menopause (Hyman, 2007).
African American Cultural Beliefs
Cultural aspects as they pertain to healthcare and the use of HRT for the AA
female were limited in the literature other than barriers to seeking healthcare services. A
17-year study of 1,449 women across the United States included a report that AA women
experience menopause for the longest amount of time; however, they were least likely to
use medical treatments (Johnson, 2015). The menopausal symptoms endured by the AA
woman are vasomotor in the form of hot flashes and can occur up to 10 years (Kenney,
2016). Insight into expectations for natural menopause in the AA female has been studied
and concluded that menopause occurring before age 40 was linked to all-cause mortality
(Li et al., 2013).
African American Women and Menopause
Dillaway et al. (2008) wrote that AA women seem to joke more about menopause
and feel it is an inevitable life circumstance. Fear of medical care and lack of finances
often resulted in the AA women taking a more positive approach to menopause and
perceiving it as not an issue for great concern. A study conducted by Appling et al.
(2007) revealed that AA women who were postmenopausal were more likely to complain
of vasomotor symptoms (hot flashes, night sweats and sweating) than white women.
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Many of the AA women verbalized never discussing their symptoms with a medical
provider.
Menopausal Comparisons: Mexican and African American Women
Researchers at UCLA found variants in chromosome 4 that increased the
incidents of hot flashes in white, Black, and Latino women (Kenney, 2016). Information
obtained from the review of literature presented in this project will connect menopause
symptoms and treatments to both MA and AA women and the relevance of culturally
competent care.
Outcomes of Culturally Competent Care
Culturally competent care is important when interacting with a client because it
can be beneficial to both client and healthcare provider. Taking the time to speak or
translate the subject to be communicated in the patient’s own language is perceived as a
sign of respect. Increased awareness of the MA cultural phenomena and guidance for
nurses on the provision of culturally competent care meets the needs of women and
families (Eggenberger et al., 2006). The culturally competent practitioner should also
consider including the family and extended family in the teaching process of MAs (Giger
& Davidhizar, 2004; Purnell & Paulanka, 2005).
Literature Search Strategies
The search engines reviewed to find relevant cultural competence information
included: CINAHL, Cochrane database of systemic reviews, EBSCO, Medline, Ovid
Nursing Journals, ProQuest, Sage Journals, Walden University Library Database,
PubMed, Google Scholar and the Online Journal of Issues in Nursing.

20
Limits applied: To increase the likelihood of finding articles that were no more
than 10 years old led to the entry of specific dates from 2007 to 2017. The search was
limited to the English language and included:
o Peer reviewed
o Human subjects
o Adult
o Hispanic/MA women research projects
o AA women research projects
Inclusion and Exclusion Criteria
All articles that were within the limits were reviewed if they pertained to cultural
competence especially articles written by or that included the Campinha-Bacote model as
this work is deeply embedded in the project. Excluded were articles that were more
specifically about mental health and obstetrical issues or those not in English.
Search terms that were used included culture, cultural competence, cultural
identity, cultural desire, cultural awareness, cultural skill, cultural knowledge,
Hispanic/Mexican American women, healthcare, African American women, menopause,
and Campinha-Bacote.
Documentation of Search Process
Care was given to choose studies and articles that were no more than 10 years,
evidence-based, and peer reviewed, except for when choosing a framework. The
Campinha-Bacote model was used extensively as her work gave support and structure to
the proposal. An inclusion criterion was Mexican American women 45 to 72 years of age

21
who are menopausal and not in perimenopause. Males are included in the exclusion
criteria and women must fit the criteria as identified.
History and Purpose of Research Question
The process of an illness is not the only factor that impacts care of a patient as
cultural beliefs, practices and identity are also contributory. United States is becoming
more diversified with each passing year with MAs accounting for a vast portion of the
population. The statistical influx of MAs demands that the healthcare profession increase
their knowledge pertaining to this group. All ethnic groups have their own beliefs and
practices; however, this research poses that MAs more so than AAs utilize more cultural
related healthcare practices. MAs in an age group such as the baby boomers (born
between 1946 and 1964) seek a physician that practices or understands their heritage and
cultural beliefs.
Strengths and Weaknesses of Literature
Strengths
The literature unanimously supports the need for cultural competence in the
delivery of care. Hispanics, Latinos, and Mexican Americans (are names used
synonymously) is the group mentioned most frequently due to their projected annual
population growth. The growth of this group has a direct impact on the education of
doctors and nurses, as comprehension of care at this level will contribute to successful
outcomes for all. Much of the literature utilized the Campinha-Bacote model, which is an
excellent resource as it provided consistency and stability to the various bodies of work.
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Weaknesses
Limitations and gaps in research were identified in certain bodies of work as
focus was directed toward one objective which pertained to its subject matter. A broader
search must be conducted into cultural competence and the patient’s views as opposed to
total focus on the healthcare provider and their need to be culturally competent. A more
patient directed approach may be required, and ways of supporting nursing and medical
students to increase their cultural competence into performance at the bedside.
Gaps in Current Literature
Current literature has general statements applicable to all cultures; however,
geographical locations near the U.S. Mexican borders seem to have a greater demand for
healthcare professionals to understand the impact of culture on health. Language barriers
are but one aspect in the care delivery paradigm of this group. All too often the presence
of a translator is not adequate as the perception of a lack of interest or respect remains.
When patients perceive a lack of respect or a negative response on the part of the
healthcare provider they are less likely to comply with the medical regimen. Whenever
possible there needs to be a balance between the patient’s complimentary or cultural
practices and Western medicine. The literature is not conclusive, as continual study is
necessary for the integration of cultural competence and overall cultural awareness into
healthcare to generate a positive outcome.
Local Background and Context
The concept for the project began in the mentor’s office of the DNP student who
is a MA private practice female physician in the border town of El Paso, Texas. Females
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with hormone related illnesses are a large percentage of the office clientele with many
being MA. Observation and communication with the MA female patients stimulated a
professional and personal interest associated to culture. The significance of the
observation was not the numerical representation of MA females, but in what appeared to
be a shyness or cautious demeanor when speaking to them about personal issues. The
MA women has barriers related to communication that may be associated to a lack of
trust, perceived disrespect by healthcare professions, or issues related to language and
literacy (Lugo, 2016). She maintains the role of matriarch in charge of the health of her
family; however, the MA woman seems to have difficulty expressing her own needs
when of a sexual nature. My preceptor (mentor) for this project will be referred to, as Dr.
A.V.M. who I think of as being “old school” as she is not only culturally competent, but
takes the time to teach and maintain a trusting rapport with the clients.
The United States documents MAs as the fastest growing population increasing in
cultural diversity and minority populations accounting for 48% by 2050 with MAs
representing 24.4 percent (Kratzke & Bertolo, 2013). The nursing shortage is a
worldwide problem that increases annually. Not only is there a global migration of
populations but also of nurses resulting in an increased need to educate nurses in the
delivery and importance of culturally competent care. Only 3.6 % of the nursing
workforce in 2008 considered themselves to be Hispanic resulting in a problem for this
culturally diverse group (Millan, 2012). Organizations throughout the world structure the
delivery of care to meet the needs of their specific population based on the cultural
standards from political, economic and social systems (Douglas, et al., 2011). It is
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difficult to deliver quality care to diverse populations without a framework to guide the
interactions between patient, provider and healthcare system (Weech-Maldonado et al.,
2012).
The local MA communities are faced with the care of aging parents while
confronted with an additional burden associated to the nursing shortage. When choosing
a care provider for family, MAs would select a provider who understands the culture
language and preferences. The MA woman can be complex as she is committed to her
beliefs, values, traditions, family, and demands healthcare that meets social, cultural and
linguistic needs (Buckley, 2012). The diversity of populations has the potential to have a
profound impact on healthcare as the expectation of the patient is to receive care from
someone who has a respect for their cultural values and beliefs in addition to them as a
person.
“In MA and AA females with menopausal symptomatology aged 45–72, what are
their perspectives about culturally competent patient care being incorporated into the
plans of care by their provider?” is the question that must be examined in this project.
Healthcare institutions in the community strive for excellence in patient care and focus on
the achievement of Magnet status (a symbol of excellence). Culture has not been included
in any healthcare advertisement although healthcare providers are committed to the
health of the community. Annually the U. S. increases in diversity with there being an
estimated 54 million MAs which count for over 17% of the population (CNN, 2017).
Despite the development of the 12 standards of practice for culturally competent nursing
care (Figure 2) the subject remains a low healthcare priority.
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Figure 2. Standards of practice for culturally competent nursing care.
Definitions
Culture: refers to integrated patterns of human behavior specific to language,
thoughts, communications, actions, customs, beliefs, values, and institution of racial,
ethnic, religious, or social groups (Office of Minority Health, 2005).
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Cultural awareness: The deliberate self-examination and in-depth exploration of
one's biases, stereotypes, prejudices, assumptions and “isms” that one holds about
individuals and groups who are different from them (Campinha-Bacote, 2011).
Cultural competence: a cultural concept that includes awareness and
understanding of social groups to include their culture, health beliefs and values (Cope,
2015).
Cultural desire: The motivation of the healthcare professional to "want to" engage
in the process of becoming culturally competent; not the "have to” (Campinha-Bacote,
2011).
Cultural encounters: The continuous process of interacting with patients from
culturally diverse backgrounds to validate, refine or modify existing values, beliefs, and
practices about a cultural group and to develop cultural desire, cultural awareness,
cultural skill, and cultural knowledge (Campinha-Bacote, 2011).
Cultural knowledge: The process of seeking and obtaining a sound educational
base about culturally and ethnically diverse groups (Campinha-Bacote, 2011).
Cultural safety: type of healthcare that identifies, understands and respects the
bio-physical, economic, psychosocial, spiritual, and cultural characteristics of the patient,
their family, environment and community (Purnell, 2008).
Cultural skill: The ability to collect culturally relevant data regarding the patient's
presenting problem, as well as accurately performing a culturally-based physical
assessment in a culturally sensitive manner (Campinha-Bacote, 2011).

27
Diverse populations: represents the variety of populations at the level of the
individual, significant others and communities with respect to beliefs, cultures, ethnic
groups, and representational societies from which they originate by the Task Force on
Cultural Competencies (Purnell, 2008).
Transcultural: content crosses cultural boundaries and may be universal or the
same for all cultures such the concepts of caring, health and birthing (Purnell, 2008).
Role of the DNP Student
The Center for Health Care Strategies, Inc. (CHCS) identified that by the year
2050 almost half of the U.S. population will be non-white, which will have significant
impact on the healthcare industry and highlights the need for increased cultural sensitivity
and health literacy. Healthcare providers must recognize cultural beliefs, practices and
language differences or risk poor health outcomes (CHCS, 2013). Nurses are charged
with the responsibility of assessment, implementation and evaluation of care to patients
and their families, which are greatly impacted by understanding culture and values. As a
healthcare system focuses on positive patient outcomes, it is imperative to be culturally
sensitive which implies acknowledgement and respect in beliefs, attitudes, and cultural
lifestyle (Sanchez-Birkhead et al., 2011).
My role as a DNP student is to use knowledge obtained from research to create,
implement, and evaluate practice interventions in the health delivery and nursing
educational systems. My goal is to make a positive impact on patient outcomes through
fulfilment of provider, leader, and innovator type nursing positions. Additionally, I must
strengthen my own position as an educator and incorporate the 12 Standards of Practice
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for Culturally Competent Nursing Care (Figure 2). I am functioning as the DNP project
leader who will analyze the data and train the physician, office receptionist and church
representatives on the survey inclusion and exclusion criteria.
Role of the Project Team
The role of the project team is to smoothly guide the project to completion
through data collection. As DNP student (project leader), I provided the members with a
brief synopsis of the project before the project began. Care was given to emphasize the
voluntary, non-monetary aspects of the project.
1. Team members invited potential participants based on inclusion and exclusion
criteria.
2. A project flyer was given.
3. Questionnaires were completely anonymous as no names or personal identity
was placed on them.
4. Participants were informed of the inconvenience time frame of 20 minutes to
complete the questionnaire.
5. Implied consent was obtained.
6. Participants were informed of their right to terminate the project at any time.
7. Questionnaire was offered in English or Spanish.
8. Completed questionnaires were placed in large brown envelop.
9. All team members were given the contact phone numbers and email address
of the project leader.
10. Data was collected for two weeks.
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11. DNP student (project leader) collected all project data to include completed
questionnaires.
Care was given to maintain separation of MA from AA completed questionnaires. The
team members were not responsible for reviewing or tallying any data obtained from the
questionnaires or encouraged to coerce participation.
Summary
The increase in cultural diversity mandates that healthcare professionals meet the
needs of all not only culturally similar groups. Cultural education must take place in the
didactic and clinical settings of medical and nursing schools to have the greatest impact
on the development of culturally competent professionals (McClimens et al., 2014). A
partnership must be established between the caregiver, patient, family, or community that
defines the cultural perspective and competence based on human interactions (Garneau &
Pepin, 2015). The process of aging is inevitable; however, a rich productive life should
remain an expectation. A culturally competent nurse makes a significant contribution to
positive patient outcomes and overall customer satisfaction.
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Section 3: Collection and Analysis of Evidence
Introduction
The large population of MAs in the community of El Paso, Texas supports the
need for better understanding of their culture to promote health and wellness. The groups
of MA and AA women surveyed are menopausal, but the focus of the survey is related to
culture. The primary concern for this project was to enhance comprehension of the
importance of cultural competence to the delivery of care. The lack of cultural
understanding of healthcare practices can present a problem to the practitioner and
patient. There is apprehension among healthcare workers to care for MA patients who do
not speak English, as there is an overwhelming fear of making a mistake due to language
barriers. Many MAs if given the opportunity would choose a nurse who spoke the
language and understood their culture; however, the nursing shortage for MA nurses is
great as they represent only 4.8% of the nursing workforce (Minority Nurse, 2010).
AAs are the second largest ethnic group in the United States after MAs and
although they have similar health related issues such as hypertension, diabetes, and
cardiovascular disease, culturally considerations are not the same (Purnell, 2009).
Symptomatology associated to menopause such as a lack of libido, vaginal dryness, and
painful intercourse is private topics and there can be resistance to sharing this
information. The hesitance for the MA woman to share personal information requires a
safe environment and a skilled practitioner. AAs on the other hand if unable to ignore the
symptoms would seek cost effective treatment (Purnell, 2009). As an observing DNP
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student, the advantage of a culturally competent physician assessing the menopausal
symptoms of the MA female was professionally enlightening.
A goal of the project was to assess the perspective of MA and AA women about
the incorporation of culturally competence in their plan of care by providers and making
a positive impact on closing the gap in the literature pertaining to the importance of
providers being culturally competent. It is believed that AA women have expectations of
healthcare; however, reviewed literature did not support concerns as they apply to
culture. Healthcare practitioners have a responsibility to promote health and wellness
especially in their community. Assessment of the El Paso community reveals an area that
is rich in culture and a population of greater than 80% MAs. Culture has a significant
impact on the delivery of healthcare services especially the planning of care. A culturally
competent healthcare provider is respectful of the values, beliefs, and practices of all
cultures.
This quality improvement project can apply to areas beyond the United States,
Mexico border of El Paso, Texas. It is not limited to immigrants, visitors, or travelers as
culture individualizes people. Examination of local and national views mandates the need
for culturally competent healthcare. As an American (faced with language and cultural
barriers), the thought of seeking healthcare in a foreign country is frightening. The same
would likely be true for a foreigner in America. The implementation of quality
improvement policies designed to incorporate cultural competency into healthcare could
potentially eliminate fears. Worldwide culturally competent care is a huge undertaking;
however, the transition of change is incremental and begins locally. An accomplishment
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of this project as DNP student could be the ability to close a gap in literature as it pertains
to culturally competent healthcare.
Practice-Focused Question
Question: In MA and AA females with menopausal symptomatology aged 45–72,
what are their perspectives about culturally competent patient care being incorporated
into the plans of care by their provider?
The purpose of this project is to draw attention to the benefits of culturally
competent professional healthcare and its impact on positive patient outcomes. The fact
that a culturally competent professional can elicit patient compliance and satisfaction can
be supported by results obtained from the survey. MA women between the ages of 45 to
72 years who are menopausal and suffer with annoying symptoms of hormonal imbalance
seek treatment from a provider that is culturally competent.
MA women observed in the office of Dr. A.V.M. advertise to their family and
friends about specific treatment and quality of life improvements associated to care and
HRTs. Listening to the stories of the women during a greater than 2-year completion of
field hours supported the premise that cultural competence has a positive impact on the
healthcare needs associated to menopause of MA women. AA women represent another
ethnic group in the community chosen for comparison; however, there was less
information obtained relating to culture.
The local churches frequented by AA were the best option to encounter enough
women to survey. General conversation with AA women who met inclusion criteria did
not reveal significant data, as many did not refer to themselves as menopausal due to a
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lack of significant information, hysterectomy, and ability to ignore symptoms or poor
understanding of definition of menopause. It is believed that Anglo American women in
general do not have difficulty changing doctors to receive what they feel is appropriate
treatment. The acceptance of menopause as a way of life is not an option for the
American business woman suffering with disturbances in mood and memory related to
hormonal imbalance (Thierry, 2017).
Sources of Evidence
The information gathered from the surveys provided data indicating the
significance of cultural competence in the care of menopausal MA women compared to
AA women. Cultural competence has been identified in literature as reducing disparities
and producing positive patient outcomes (Grady, 2014). Surveys from the perspective of
the patient gave additional insight into cultural awareness. Evidence obtained from data
collected has the potential to improve patient outcomes which is a major goal in the
delivery of healthcare. The implementation of cultural competence into nursing school
curriculums can benefit the practice of future nurses. The desire of healthcare
professionals to understand and respect the culture of their patients ultimately can
contribute to patient compliance and satisfaction. The evidence obtained by the project
supported the importance of cultural competence in healthcare as it pertains to the patient
as well as the nurse.
Participants
One group of participants was MA women and the other was AA women (that
met the inclusion and exclusion criteria) between the ages of 45 to 72 years who were
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menopausal. Recruitment of the MA women took place on day of office visit during
check-in while at receptionist desk. The AA women were recruited while attending a
church service. The receptionist at the physician’s office and the representative at the
church as members of the team were given project knowledge by the DNP student (team
leader) and can give and collect the surveys. All participants were given the same
information prior to consent and survey that the project was non-invasive, voluntary,
could be terminated at any time and there was no monetary reimbursement associated to
participation.
Procedures
The CAHPS survey (Appendices C & D) was available in English and Spanish.
The reliability of the questionnaire was tested using Cronbach alphas with examination of
the validity of measurers using exploratory and confirmatory factor analysis, multitrait
scaling analysis and regression analysis by Robert Weech-Maldonado et al. (2012).
Permission was granted by R. Weech-Maldonado to utilize the English and Spanish
versions of the questionnaires (Appendix B). The questionnaire is designed to assess
factors that impact the quality of care in diverse populations. The 64 (eight grade reading
level) questions are divided into categories reflective of interactions between the patient,
provider, staff and overall healthcare systems. The response to questions are yes/no or a
choice option (never, almost never, sometimes, usually, almost always, always).
The CAHPS survey obtains the patients perspective on culturally competent care
from their provider. The five constructs from the Campinha-Bacote model have been
paralleled with five of the domains from the CAHPS survey to increase the relevance to

35
nursing and the quality improvement of healthcare (Table 1). Communication can be
verbal or non-verbal, but most importantly must be effective to impact change or
outcomes. The construct of cultural awareness is matched to the CAHPS survey domain
of “Doctor Communication-Positive Behaviors” as self-awareness is a crucial component
of communication. For the doctor or healthcare professional to communicate and
influence positive behaviors they must be aware of personal biases, prejudices, and
discriminations. The construct of cultural skills is paired with “Doctor CommunicationHealth Promotion” as the need to perform physical as well as cultural assessment is
crucial in developing a plan of care.
The practitioner’s skills transition far beyond psychomotor as the assessment of
health risk and issues of the patient impact the promotion of wellness. The construct of
cultural knowledge is aligned with “Doctor Communication-Alternative Medicine”
because knowing the practices and illnesses associated to diverse populations provides
insight for the practitioner. MA are a cultural group known for utilizing herbs, teas and
other alternative medicines to promote healing. A knowledgeable health care provider
can prevent possible interactions between Western and alternative medicines through
appropriate communication.
The construct of cultural desire is paired with “Trust” as the practitioner is
committed to being truthful and honest with the client. Caring, love, sacrifice, social
justice and humility are pivotal components of this construct as a foundation is provided
for cultural competence. The construct of cultural encounters directs the project to
“Access to Interpreter Services” as comprehension of communication is imperative for
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the client to follow medical regimen (Table 1). Today healthcare providers can anticipate
encounters with diverse cultural groups and linguistic competence is mandatory for a
positive outcome.
Table 1: Parallels between model and survey
Campinha-Bacote model
Cultural awareness

CAHPS Domains
Doctor communication-Positive behaviors
Doctor communication-Negative behaviors

Cultural skills

Doctor communication-Health promotion

Cultural knowledge

Doctor communication-Alternative medicine
Shared decision-making
Equitable treatment

Cultural desire

Trust

Cultural encounters

Access to interpreter services

Use of the questionnaire afforded the DNP student (team leader) the opportunity
to assess culturally competent care from the perspective of the patient / participant.
Potential participants who met the inclusion and exclusion criteria were approached by a
member of the team such as the leader, doctor, receptionist or church representative and
given a recruitment flyer (Appendix E). All steps were followed as identified in the role
of the team. Members of the team had the contact information for the DNP student (team
leader). Participants took 20 minutes or less to complete the questionnaire depending on
the number of answered questions. Participants that answered no to questions 1, 4, 42, 46,
or 50 were directed to question 57 (Appendices C & D). The questionnaire was
administered in its entirety as developed to maintain the integrity and the reliability of the
tool.
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Protections
Institutional Review Board (IRB) approval from the university preceded survey
and consent distribution to the selected groups. As a quality improvement project, a site
approval form was signed and the Walden IRB was accepted by the facilities
(Appendices E & F). There was no data collected or participant recruitment prior to IRB
approval. The identity of the participants remained private as there was no personal
information collected. Participants were informed that they could terminate their
affiliation to the project prior to completion. It was clearly established that there were no
monetary gains; however, participation could potentially have a positive impact on
healthcare. The survey was available in English and Spanish to eliminate a language
barrier. The name of the client was not used or any other personal identifiable
information. The IRB approval number is 02-13-18-0489125.
Analysis and Synthesis
Healthcare efforts designed to produce positive outcomes require quality
improvement programs and policies to be successful. The project questionnaire assessed
domains that impact culturally competent care from the perspective of the patient. The
assessed domains are listed as followed: 1) Doctor Communication-Positive Behavior; 2)
Doctor Communication-Negative Behaviors; 3) Doctor Communication-Health
Promotion; 4) Doctor Communication-Alternative Medicine; 5) Shared Decision Making;
6) Equitable Treatment; 7) Trust; and 8) Access to Interpreter Services. Although health
organizations and literacy are areas that require quality improvement efforts they were
not focal points of this project. Using the CAHPS survey (Appendices C & D) developed
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by Weech-Maldonado et al. (2012) facilitated assessment of participants perception of
culturally competent healthcare.
Summary
Increases in population diversity mandates a deviation from the status quo to a
healthcare delivery system that focuses on positive outcomes impacted by culturally
competent professionals. The measurements for success are customer satisfaction,
compliance and profitability to include stakeholder satisfaction. There are surveys
available that assess cultural competence of the professional; however, this CAHPS
survey (Appendices C & D) was designed to reflect the patient perspective. The
collection of surveyed data from the MA and AA women provided evidence-based data
about variations associated to culture. Access to interpreter services is vital as linguistic
barriers for MA women have a significant impact on the delivery of healthcare, patient
satisfaction and compliance. Care was given to ensure that the latest version of the survey
was used as it is available online (AHRQ, 2014).
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Section 4: Findings and Recommendations
Introduction
The increase in diversity of the U.S. population demands that healthcare
practitioners be aware of cultural norms. Effective communication paves the way for
positive outcomes; however, barriers to comprehension hinder success. There is a lack of
adequate and professional translators. A quality improvement healthcare initiative to
promote medication safety could be to assess the client’s use of Complementary and
Alternative Medicine (CAM). The use of certain CAM could result in an adverse reaction
to Western medicine (National Institute of Health (NIH), 2007).
Although the MA and AA women surveyed in the project were menopausal, there
was no assessment of the individual participant’s symptomatology. The age of these two
groups is relevant as they represent the age bracket of people seeking medical care today.
Over the next 20 years, 3 million baby boomers will reach retirement age and present a
huge impact on the healthcare system, as the workforce is also aging (Barr, 2014).
Studies that assess the perspective of the participants are not frequently noted in the
literature.
Findings and Implications
The findings from the project showed the similarities and differences in the
responses of the MA and AA participants in each domain of the CAHPS survey. The
project consisted of giving the survey to 40 participants at different times. The
participants were menopausal women whose inclusion and exclusion criteria were
assessed during the completion of the recruitment flyer (Appendix G). There were 20 MA
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women who over the course of 2 weeks were administered the survey during their office
visit. The 20 AA women (over the same time) were given the survey in a church setting.
The project was noninvasive and anonymous and the participants provided implied
consent prior to survey completion.
Clarity was provided for each domain of the cultural competence survey to
compare the perspective of the participants from both ethnic groups. All questions pertain
to communication or the relationship between the participants and their doctor; however,
responses are not created equally. For example, the question of how often your doctor
interrupted you or cared for you as a person over the last 12 months elicited different
point values. The point value of 5 for never is good for no interruptions but in terms of a
caring doctor a 5 for always is the best score. A tool was used to tally the domain points
to each participants survey (Appendix H). The data was inputted into an EXCEL
spreadsheet and displayed in a manner that satisfied the visual and statistical demands of
the project. Once the scores were totaled and the maximum score for each domain
assessed the results were converted to a percentage. All project findings that represented
the questions in each domain was displayed in Figure 3. Excel was used to display the
first 4 domains and the last 4 domains (Figure 4 and Figure 5). Question 27 is not listed
in the domains, but the results were significant to the results obtained from the domain
associated to the use of alternative medicine therefore this question is displayed in an
independent graph Figure 6.
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Figure 3. Project findings: Survey results according to domains.
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Figure 4. Project survey results for first four domains.

Figure 5. Project survey results for last four domains.
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Domain: Doctor Communication-Positive Behaviors
The questions in this domain (5, 6, 7, 15, & 18) are indicative of the participant’s
perception of positive communication behaviors between them and their doctor. Results
showed that 86.8% of MA women and 80.6% of AA women surveyed engage in positive
communication with their doctors. Out of the maximum possible 500 points, the MA
group received 434 while the AA group received 403. Although the scores are good for
both groups, an expectation of all patients is to engage in conversations with their doctor
that generate positive behaviors and outcomes.
Domain: Communication-Negative Behaviors
The questions in this domain (8, 9, & 13) are indicative of the participant’s
perception of negative communication or interactions between them and their doctor. The
results showed that MA women (96%) and AA women (86.6%) responded positively for
the perception of no negative communication. The maximum score is 300 for this domain
with the MA group receiving 288 and the AA group 260 with the majority choosing
never or almost never encountering communication related negative behaviors. The
negative behaviors could be the doctor interrupting the client or speaking in a rude or
sarcastic manner. Quality improvement on a larger scale such as in a hospital or
university setting could benefit from adding effective communication techniques to
annual competencies.
Domain: Doctor Communication-Health Promotion
The questions in this domain (20, 21, 22, & 23) are indicative of the doctor asking
the participants what activities they engage in to promote health. The results were 68.2%
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of MA women and 66.2% of AA women, which validates a need for quality improvement
for patient-centered care. The Institute of Medicine (2001), advocates patient-centered
care, which is parallel to culturally competent care that is respectful of the patient and
their family’s needs and values, creates positive outcomes. The maximum score for this
domain is 400, reflecting doctor communications with the patient about activities that
promote health such as diet, exercise, depression, or stress reduction. The score for the
MA group is 273 and 265 for the AA group. There are many factors that impact a
patient’s health such as socioeconomics, demographic patterns, lifestyle habits, and
familial diseases. The World Health Organization in 2012 documented that the promotion
of health is not just to be free from disease and illness, but a state of wellness in the
physical, social, and mental aspects of a person’s life (Kumar & Preetha, 2012).
Domain: Doctor Communication-Alternative Medicine
The questions in this domain (26 & 28) are reflective of communication with the
doctor about the use of alternative medicine. The results were that 15% of MA women
and 32.5% of AA women agree to engaging in dialogue with their doctor about their use
of alternative medicine. The maximum potential score is 200 in this 2-question domain
with the MA totaling 30 and 35 for the AA group. The decreased point value validates a
need for quality improvement in assessing the use of alternative medicines, which is
synonymous to CAM. Question 27 is not included in this domain; however, the responses
that 80% of the MA group and 45% of the AA group admit to the use of herbs or other
CAM is additional validation for needing quality improvement pertaining to the use of
alternative medicines.
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Domain: Shared Decision Making
The questions in this domain (30 & 31) are reflective of shared decision-making
between the patient and the practitioner. The results were 45% of MA women and 32.5%
of AA women. The Institute of Medicine (2001) advocates that client participation in the
decision-making process helps to promote adherence to medical regimen and a feeling of
mutual respect and value. The two questions in this domain have a maximum point value
of 200 with the score of 90 for the MA group and 65 for the AA group. The scores in this
domain validate the need for quality improvement as a lack of sharing in the decisionmaking process is a direct link to lack of compliance and customer satisfaction. A report
from the Agency for Health Care Research and Quality (2012) mentioned that MA and
AAs are among the groups that mention having minimal input in decision making process
with their healthcare provider.
Domain: Equitable Treatment
The questions in this domain (34 & 35) are reflective of equitable treatment. The
results showing 95% of MA women and 94% of AA women demonstrates that neither
ethnic group has the perception of harsh treatment from their practitioner due to their
ethnicity or type or lack of insurance. The maximum score is 200 with the MA group
receiving 190 and 188 for the AA group. Prejudice is not an acceptable behavior for
either of the ethnic groups surveyed; however, despite the results it does exist.
Discrimination and racism continues to exist toward practitioners and patients, as it is
deeply ingrained in all aspects of our society, leading to the desire for equitable treatment
(Tello, 2017).
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Domain: Trust
The questions in this domain (36, 37,38, 39, & 40) pertain to the trust perceived
between the participant and the doctor. The results were: MA women 91.4% and AAs
women 85.5%. The maximum point value is 500 with the MA group collectively
receiving 457 points and 429 for the AA group, indicating that both ethnic groups trusted
their practitioners would not purposefully cause them harm. Open communication creates
trust that impacts improvements in patient satisfaction and outcomes (Michelson, 2017).
A fundamental expectation of healthcare is to have a relationship of trust in the provider
and the entire health system. Advances in technology has broadened the understanding
and development of evidence-based cures; however, not everyone trusts that the
advancements are available to them (Gopichandran, 2013).
Domain: Access to Interpreter Services
The questions in this domain (48, 51, & 55) reflect access to interpreter services.
Results showed 90% for MA women and 0% for AA women, indicating that access to
interpreter services is not a perceived problem for the groups. Although 300 is the
maximum score the MA group received 270 and a 0 for the AA group as interpreter
services had no relevance. The high score as it pertained to availability of an interpreter
in the doctor’s office is expected as she and her entire staff speak fluent Spanish.
Language barriers do exist in healthcare and a different result could occur in hospitals
and universities that have a shortage of adequate interpreters.
A tally sheet (Appendix H) was used for each survey completed in the project.
After the tallying process was completed the totals for each question were added together
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to represent a combined total for each ethnic group. The questions were not reviewed in
order, but according to the appropriate CAHPS domain with the same formation being
followed for both groups. Each domain was assessed to determine the maximum possible
score then the total score from each domain was written in the column of the appropriate
ethnic group followed by conversion to a percentage. The church representative member
of the team validated the mathematical aspect of the project.
Quality Improvement Safety Recommendation: Question 27 Results
Plants have been used for medicinal purposes long before the prehistoric times in
Indian, European, Mediterranean, Roman, Egyptian, Chinese medicine, and many more
cultures. The World Health Organization (2009) documents over 21,000 plant species
that can be used as medicine and 80% of people worldwide that rely on herbal medicine
(Khan, 2016). MAs comprise a large and extremely rapid growing part of the U.S.;
however, research into mental and health needs are limited (Hoeflich, 2010). Literature
also reveals that herbal remedies are widely used by MA to promote wellness and cure
illness, but use is seldom reported to healthcare practitioners. This information is
supported by results from question 27 in the survey used for this project. Figure 6
represents the responses of the MA and AA for Question 27 pertaining to the use of
alternative medicine.
In 2007, the NIH compiled an extensive list of CAM and the healers that use them
such as Curandero, Espiritista, Hierbero or Yerbera and Sobador, which are more
familiar to elderly MAs. A quality improvement effort for healthcare is to open the lines
of communication and ask every patient during the assessment process if they use herbs
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or any type CAM. Increased dialogue about CAM can enhance patient safety and prevent
adverse reactions with Western medicine (NIH, 2007). Many of the herbal remedies used
by MA are passed down for generations and revered as the initial response to certain
illnesses (Giger, 2017). The response by MA to Question 27 could be a topic for
additional research, especially when comparing the score of 30 out of a maximum of 200
points in the domain for doctor communication about using alternative medicine.

Figure 6. Explanation of results from question 27.
Recommendations
There are numerous benefits to having cultural competence in hospital or care
systems for the organization as well as the community. Social, health and business are
three identifiable areas of benefit:
Social Benefits:
1. Increased trust and respect between the patient and the organization as well as
increased responsibility for self-health.
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2. Increased participation and involvement in care from patient, families, and
community health issues.
Health Benefits:
1. Increased efforts for illness prevention, reduction of medical errors resulting in
increased cost savings.
2. The collection of data is reflective of improvements with numbers that represent
fewer missed medical visits.
Business Benefits:
1. Decision-making processes are reflective of multiple perspectives, ideas, and
strategies that eliminate barriers to progress while meeting legal and regulatory
guidelines.
2. Increased profitability for shareholders as well as increased efficiency and care in
overall services (American Hospital Association, 2013).
Quality Improvement Recommendation for Question 27. A quality improvement effort
for healthcare is to ask every patient during the assessment process if they use herbs or
any type CAM to enhance patient safety and prevent possible adverse reactions with
Western medicine (NIH, 2007).
Contributions of the Doctoral Project Team
Team members were given a synopsis of the project prior to the beginning by the
DNP student (team leader). The doctor, nurse, receptionist and church representative
supported the project by administering and collecting the completed surveys. Clients
were exposed to English and Spanish recruitment flyers when they arrived for the office
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visit (Appendix G) as they were displayed on the countertop. The office team members
gave patients meeting inclusion criteria the opportunity to participate or decline. All
participants completing the survey were given a copy of the consent which covered
specific information about the survey to include a contact email and the IRB number.
The surveys were distributed on four occasions over the course of the two weeks. The
project was explained to the church pastor and his wife prior to site agreement and
surveys.
It was originally anticipated that several churches would be needed; however, the
required number for participants that met the inclusion and exclusion criteria were
available at one church. Surveys were administered on four different occasions over the
course of two weeks in the church setting. The pastor’s wife took care to collect three
surveys and distribute consents and maintain the anonymous integrity of the survey. All
collected surveys were maintained in a large brown envelop and given to the DNP
student (team leader). The team members did not participate in reviewing or tallying the
surveys; however, the church representative was utilized to double check statistical
calculations. Dialogue with the office nurse about surveys resulted in the suggestion of
obtaining as much data prior to office visit to ensure clarity and efficiency of
communication between patients and doctor otherwise there are no specific plans to
extend the project beyond this timeframe.
Strengths and Limitations of the Project
Strength of the project was the cooperative nature of the patients that were
visiting the clinic during the time of survey. The patients were familiar with the DNP
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student (team leader) who frequented the clinic for years while completing field hours.
The doctor and her staff were supportive of the project and assisted with Spanish
translations. A culturally competent healthcare medication safety recommendation
resulted from the project. The validity and reliability of the survey provided enormous
strength.
The size and number of the participants was a project limitation in additional to
the lack of individual interactions with the participants about their survey. The venue of a
hospital or university may have generated more significant results due to the possibility
of an increase in diversity. The fact that the surveys had no identifiable information may
have been a limitation in a group of this size.
Future studies pertaining to cultural competence need to be conducted to include
male patients and the lack of compliance to healthcare regimen in minorities. The
inclusion of cultural competence training into the curriculum of nursing and medical
schools would be the greatest contribution toward easing the burden of a lack of diversity
in the healthcare workforce.
Section 5: Dissemination Plan
Diversification of the country brings about an increase in healthcare challenges,
which are multiplied by the shortage of professionals in all aspects of medicine. The
development of a system that meets social, cultural and linguistic needs of patients is a
burden for the providers, policy makers, and stakeholders. Review of healthcare in terms
of racial and ethnic minorities places MA and AAs at the top of the list for higher
morbidity and mortality from chronic diseases (Georgetown University, 2004). Support
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for the quality improvement efforts of this project, is important for the results to be
effectively disseminated. Dissemination of this information could have a positive impact
on healthcare by increasing the knowledge of providers and improving patient outcomes.
The development of goals for the project results to have the greatest impact on the
community and healthcare guided dissemination of the evidence. Publishing of the
project will increase the availability to the end-users such as nurse educators,
practitioners, healthcare systems, policy makers, and nursing schools.
The dissemination of information gathered from Question 27 could easily be
demonstrated by poster presentation (Hanrahan, et al, 2010). The poster would include
the statistical data collected (Figure 6) as well as the importance of inquiring during the
admission process if the patient uses CAM. The NIH (2010) documented that there is a
broad use of CAM for the pursuit of health and well-being; however, clinical trials are
lacking to support the specific usage. To prevent possible adverse reactions, staff
responsible for assessments must communicate clearly and ask specific questions that
reveal the use of herbs and nonpharmaceutical interventions and CAM that have the
potential to interact with Western medicine. An oral presentation in addition to
submission of the project results for publication will be an excellent platform to
disseminate the findings of the project.
Analysis of Self
This project afforded me the opportunity for increased self and reader awareness
into the impact of culture on healthcare from the patient perspective. The Essentials of
Doctoral Education for Advanced Nursing Practice guides my practice focused doctoral
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program and project that impacts patient outcomes through receiving care from culturally
competent practitioners. If hospitals, doctor’s offices, and clinics increase their awareness
and knowledge as to the benefits of cultural competence they could potentially have a
positive impact on the healthcare delivery system. The project of the DNP student may
contribute to an awareness of the relevance of culture to healthcare and the importance of
its inclusion in nursing curriculums. Nursing administrators and educators can improve
knowledge enhancement into cultural competence by including this topic to annual
nursing competencies. I believe that my project contributes to improving the quality of
healthcare in diverse populations and could positively impacting patient outcomes.
Summary
Integrating cultural competence into existing evidence-based care will have a
positive impact on the delivery of services and provide improvement in quality of care at
the individual and family levels. A goal of the healthcare system is to deliver care in the
presence of illness; however, the expectation of recipients is to be treated with respect of
culture, values and practices. The CAHPS survey utilized for this project collected
reliable information from patients about the care they received from their provider. The
project results were determined by participants’ responses to eight domains. The first two
domains pertained to the communicative connection between the participant and their
doctor. The other domains dealt with interactions between the participant and the doctor,
staff and healthcare system to include additional issues related to trust, discrimination,
literacy and quality care.

54
The domain “Access to Interpreter Services” did not provide new information as
there were no deficits in this area since the doctor and entire office staff speaks fluent
Spanish and the AA group did not require interpreter services. Enhancement of
communication during the admission assessment to include the use of alternative
medicine could potentially impact medication safety and prevent possible adverse
reactions with Western medicines. Literature clearly establishes that MAs represent the
fastest growing minority population which increases the possibility of healthcare
practitioner’s exposure to this group. Practitioners in the hospitals, clinics, and
educational level to name a few have the potential to impact healthcare outcomes when
they increase their knowledge about culturally diverse groups.
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